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[bookmark: _Toc5341]Task 1 Domiciliary care in Birmingham 
To: Councillor Nosheen Khalid, Cabinet Member for Health and Social Care, Birmingham City Council (Birmingham City Council, 2026) 
From: Juana Elena Delgado | Student number 2541266 
Date: 18 October 2026 
Subject: Targeted response to the scenario of insufficient domiciliary care 
[bookmark: _Toc5342]Introduction of the issue 
This report proposes a six-month response to the guided scenario of a shortage of domiciliary care in Birmingham. The shortage is hypothetical. The case discussed below demonstrates inadequate delivery of an agreed care package. It informs proposals addressing inadequate delivery and unmet requests. 
[bookmark: _Toc5343]Local need and community impact 
Birmingham reports sufficient capacity for council-funded care, self-funders and direct-payment users (Birmingham City Council, 2025). However, a Birmingham complaint upheld by the Ombudsman on 16 July 2025 identifies a gap between agreed and delivered support. Mr Y’s package included two daily visits of 30 minutes, with two carers attending each visit. The council acknowledged that visits were shortened, leaving needs unmet and requiring Mrs Y to provide care herself (Local Government and Social Care Ombudsman, 2025, paras 17 and 29). 
The case demonstrates under-delivery beyond assessment delays. Because the care took place in 2023, it cannot show how commonly shortened visits occur in 2026. Overall capacity does not guarantee adequate individual support. Mr Y experienced distress, while his wife took on additional caring responsibilities. The Ombudsman required the council to check compliance with commissioned visit durations (Local Government and Social Care Ombudsman, 2025, paras 29 and 33). This supports targeted monitoring rather than an unsupported expansion of providers. 
[bookmark: _Toc5344]Applying the Care Act 
Section 1 of Part 1 of the Care Act 2014 places wellbeing at the centre of care decisions. Under section 9, an apparent need for support triggers assessment regardless of financial resources or assumptions about eligibility. Section 10 provides for carers’ assessments. Residents and carers therefore require separate consideration. When the conditions in section 18 apply, eligible needs must be met; participation in a pilot must not delay fulfilment of those duties (Great Britain, 2014). 
Section 5 concerns sufficient, varied provision; section 2 addresses prevention. Combine immediate support with suitable reablement. Market-shaping responsibilities also cover self-funders, so people arranging care privately should be included in the proposed review (Department of Health and Social Care, 2025). 
[bookmark: _Toc5345]Recommended response and alternatives 
The Director of Adult Social Services should establish baseline information within four weeks, involving providers, social workers, residents and carers. Compare commissioned and delivered visit minutes, recording unmet requests, refusals and their locations. Language and accessibility requirements should be examined to identify unequal access. Urgent support must remain available during this work. Publish aggregated findings and name an accountable commissioning lead. 
Where reviews identify unmatched packages or shortened visits, providers should test neighbourhood teams. Contracts need to accommodate travel, sufficient visit time and continuity of workers, as recommended by NICE (2015). Fees should account for staffing and training, alongside recruitment plans and reporting of missed visits. Grouping visits geographically may reduce travel demands. However, concentrating services could create reliance on a single provider, making alternative capacity and individual choice necessary safeguards. 
Targeted commissioning directs resources towards identified gaps more precisely than a general fee increase, although it requires greater administration. Direct payments may increase personal choice, but cannot remedy an absence of available workers and may require support with employment responsibilities. Residential care may meet some people’s assessed needs and preferences; it should not become the automatic solution when home care is unavailable. These options require individual discussion. 
Each resident should have a named coordinator linking their support with occupational therapy, primary care and reablement. The care plan should record personal goals, professional responsibilities and action when visits are missed. Technology can support an agreed plan but cannot substitute for essential personal care. NICE (2015) recommends coordinated, person-centred planning. Delivering this approach depends on staff time as well as clear documentation. 
[bookmark: _Toc5346]Implementation and conclusion 
A costed proposal should identify council expenditure, agreed NHS contributions and workforce risks. Reduced hospital use should not be treated as an immediate cash saving. After six months, compare waiting times, missed visits, continuity and progress towards personal goals with the baseline. Carers’ experiences and differences between neighbourhoods and communication needs should inform the review. Comparison with a non-pilot area may help, although case mix limits causal conclusions. 
The councillor should approve the diagnostic review and request a costed pilot proposal. Wider implementation should follow evidence of benefit, affordability and equitable access. This would respond to documented under-delivery without presenting it as proof of a citywide provider shortage, while maintaining the council’s responsibilities towards individuals. 
[bookmark: _Toc5347]Task 2 Ambulance services in England 
[bookmark: _Toc5348]Introduction 
Ambulance provision has evolved from transporting patients into clinical care involving assessment, treatment and referral. This essay considers that development in England, drawing on London as an example. It argues that quality of life depends on appropriate treatment and reliable onward support alongside a timely response. Greater activity or improved survival does not, by itself, demonstrate a better recovery. 
[bookmark: _Toc5349]Historical development 
Before organised motorised services developed, injured people in nineteenth-century London relied partly on police, firefighters and taxi drivers for transport. Ambulance provision expanded through wartime civil defence. The National Health Service Act 1946 then supplied the legislative basis for ambulance availability under the NHS arrangements introduced in 1948 (London Ambulance Service NHS Trust, n.d.b). This development reflected an expectation that access to necessary care should be organised collectively instead of depending on improvised local provision. 
In 1965, parts of nine organisations were brought together into a London-wide service. Responsibility subsequently moved from councils into the NHS during the 1970s. Defibrillation, computerised control rooms and university paramedic education followed (London Ambulance Service NHS Trust, n.d.b). Together, these developments enabled more treatment before hospital arrival and increased the importance of clinical judgement. Coordination and equipment enabled improvement without guaranteeing equitable, effective care. 
[bookmark: _Toc5350]Contemporary operation 
Clinical urgency guides the assessment of emergency calls. England uses four categories covering lifethreatening incidents, emergencies, urgent problems and less urgent needs. Introduced in 2017, the Ambulance Response Programme sought to match resources more closely to patients’ conditions. A caller may receive advice or referral, or require a crew capable of treatment and transport to specialist care (London Ambulance Service NHS Trust, n.d.a). Effective prioritisation depends on sound assessment and accessible alternatives. 
When clinicians attend, assessment findings guide treatment and decisions about transport or referral. A person with suspected stroke, for example, needs an appropriate specialist destination as well as a prompt response. Someone remaining safely at home needs an accepted referral and advice about deterioration. Valid consent, communication support and secure records are professional requirements (Health and Care Professions Council, 2024). Clear records enable continuity, while accessible explanations help patients participate in decisions. Clinically appropriate treatment alone does not guarantee that the person understands their care. 
London recorded 129,168 ambulance incidents in August 2026, with a Category 2 response time of 32 minutes 23 seconds (NHS England, 2026). This was above the established 18-minute standard (London Ambulance Service NHS Trust, n.d.a). A regional monthly average cannot represent all patients or the UK. These figures monitor performance but cannot establish individual causation. Clinical outcomes and the distribution of waiting times are therefore needed alongside the average. 
[bookmark: _Toc5351]Clinical effectiveness and quality of life 
Following out-of-hospital cardiac arrest, the PARAMEDIC2 trial reported 30-day survival of 3.2% among patients receiving adrenaline and 2.4% among those receiving placebo. Favourable neurological outcome at hospital discharge did not differ significantly (Perkins et al., 2021). The survival difference was 0.8 percentage points. Randomisation supports causal conclusions about this intervention, but the results cannot represent the effectiveness of ambulance care as a whole. They distinguish survival from neurological recovery and subsequent support. 
Evidence about community referral offers another perspective. SAFER 2 enabled trained paramedics to assess older people after a fall and refer suitable patients to falls services. At one month, further emergency calls occurred among 18.5% of the intervention group compared with 21.8% of the control group. However, there was no significant improvement in the overall primary outcome or quality-adjusted life-years (Snooks et al., 2017). Referral pathways therefore warrant cautious implementation; avoiding hospital cannot automatically be equated with better quality of life. 
These trials test interventions more rigorously than organisational publicity, but cannot cover every emergency or preference. SAFER 2 involved selected older people who had fallen across three ambulance services. Transferability depends on accessible falls teams. Improvement consequently depends on clinical assessment, referral capacity and follow-up rather than lower conveyance targets alone. Patient-reported confidence, pain, functional recovery and repeat emergency contacts provide broader evidence. Remaining at home may preserve an older person’s routines, yet insufficient support could leave them anxious and exposed to another fall. Medical findings should therefore be considered alongside living circumstances and preferences, with responsibility for follow-up agreed explicitly. 
[bookmark: _Toc5352]Conclusion 
Public provision, coordination and clinical professionalisation shaped ambulance care. Its contribution depends on linking timely treatment with recovery and suitable ongoing support. Service improvement should combine response standards with patient-centred outcomes and pathways tested through research. 
Speed, survival and quality of life are connected, but each measures a different aspect of success. 
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